MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - B63=023871

DEPARTMENT OF PUQLIC MEALTH AND WELFA Q : STATE FILE NUMBER
DO NOT WRITE AMENDED Regi n No, e —=wPrimery Registration District N = __Registrars No. _Lﬁ_l o
ON THIS $TUB g -

1. PLACE OF DEATH 2. USUAL RESIDENCE (W‘!'I.ra decessed lived. f institution: Residence before
a. COUNTY Greene s. STAT{gsouri b. COUNTY Greene admission)
b. CCI)TRY {1f outside corporste limits, give TOWNSHIP only) Length of stay in 1b. c. CITY Inside Limits

N OR
TOWN  pural 2nd Jackson TOWN Rural 2nd Jackson Yes [ No

c. FULL_.NAME OF (If NOT .In hosplital, give tocation} Inside Limits d. STREEY {If cutsicte, give location) Reside on Form
HOSPITAL OR ADDRESS

INSTITUTION G440 FEard RED#2 Yes [1 NofB Strafford RFD#2 . Yes ff No [0

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) DORSEY ALMOND DECA,\FTH June 27 » 1963

5. SEX 6. COLOR OR RACE 7. Married §f] Never Married [] (8. DATE OF BIRTH | 7. AGE {last birthday) J IF UNDER 1 YEAR IF UNDER 24 HR
Male White Widowed [ Diverced [T 15 /13 /1904 59 Months | Days. | Hours I Min.

10a. USUAL OCCUPATION (Give kind of work done | TOb. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. .CITIZEN OF WHAT COUNTRY

i ¥ rking life, if ired
uring ment ‘Farmer retirec) Farming Missouri USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF }USBAND OR WIFE

V5300
Rev. 4/59

DATE AMENDED

Clara_Bass Georgia Almond
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 146. SOCIAL SECURITY NO. 17. INFORMANT Address

Georgia Almond(Wife)Strafford, Mo. RFD#2

%g; N | I
18. USE OF DEATH (Enter only one :nuu per line“ror oy wma o INTERVAL BETWEEN
PARY |. DEATH WAS CAUSED ) L ONSET AND DEATH

IMMEDIATE CAUSE (s} - G/’l/“

(Yes, no, or unknown) [ (I1f yas, give war or dates of servi

DOCUMENT

L]
Conditions, If any,]  DUE TO (b) M

which gave rise ta
abave cause [a),
stating the undear.
lying cause last. DUE TO (c)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH byt not related to the lermmal PART Iil. I dacea-sad was  femate . waes:
disease condition given in PART | (a) there -4 pregnancy in last 90 deys.

[O vei l[]NoJDUnkmwn

19. WAS AUTGPSY | 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in PART | or PART 1l of item 18.)
FORMED? a [m] [u}
YES[1 NO :

Z0-. TIME OF _Houl  Month, Day, Yesr |
INJURY  am.
p..

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about heme, | 204, CITY, TOWN, OR LOCATION . COUNTY STATE
WHILE AT WORK $arm, factory, street, office bidg., ete.)

NOT WHILE AT WORK [ : i
.y .

. | attended the deceased ﬁoﬁmh__“'t_l_i‘_lq 1o 6/27/63 and last saw him 8live F Ly
& 12:45 As m on the date stated above, and to the best of myffowledge, from the causes stated.

. {Dogree or title) 22b. ADDRESS Landers Buildiﬂg B 22c. DAYE SIGNED

a
2lomis ol o N 18D springfield, Missouri &w
23b. DATE 3. N O ETERY OR CREMAYO_RY - 23d. LOCATION (Ci!'v, town, or county) {Srate,
}

é" AT— G 3 [Basf Chapel Cemetery Greene County, Missouri
ADDRESS 25. DATE RECD. BY LOCAL REG. . TRAR'S SIGNATgE

Klingner Mortuary Springfield, Mo. 7___. [ — ,63
jhc (L d Emball t on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
{NSTEAD OF

MEDICAL CERTIFICATION |

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




. L
PP L T R A L V) 3 PR Y N,

i . STATEMEN'I' BY I.!CENSED EMBALMER

PP ,J__n.l}»l«?i

I hereby} certify that the body whose name is recorded. on the reverse side of this certificate was embalmed by me,

or by i Student Embalmer No.__

working under my personal supervision, . ﬂ 2 %‘-p @
Student 7 - . Signed

Signature of Student Embalmer 7
' Licensed Embalmer No. §7/

P. O. Address QM

w‘ b
—— gy, , A

Note: The above MUST BE SIGNED BY' THE LICENSED EMBALMER in, h|s OWN HANDWR!T!NG (Faliure to comply
with the above constitutes grounds for revocation of Ilcense) L .
. - ¥ embalmed by a STUDENT, he also shaﬂ'_mgn |n his OWN, handwnhp_g.-,..:-._...;.,;m‘,‘
If this body is not embalmed,. fact should be so s'tated above.




